NOTES
1.  The National Center for Injury Prevention and Control in the Centers for Disease Control and Prevention (CDC) was established June 25, 1992; before the creation of the center, injury prevention activities at the CDC were the responsibility of the Division of Injury Control of the Center for Environmental Health and Injury Control.  The MCHB effort is funded through Special Projects of Regional and National Significance that include grants on school playground injuries, violence among adolescents, health professional training, and technical assistance to injury prevention coalitions.
2.  Unfortunately, some of the reduction in mortality achieved in the early 1980s with the implementation of child safety seat laws has been lost in more recent years.    Agran and colleagues (1990) suggest that factors such as misuse of safety seats, higher speeds, and greater numbers of miles traveled (and therefore greater exposure to the risk of injury) may be contributing to the increases in mortality.
3.  The committee hopes that legislative efforts to increase the numbers of children using bicycle helmets will meet with less resistance than those aimed at motorcyclists.   Stale laws requiring helmets for motorcyclists remain controversial even with evidence of fewer head-injury-related deaths from motorcycle crashes in those states that require helmet use (Sosin and Sacks, 1992).
4.  With respect to anaphylaxis, Yunginger (1992) has noted that in many states nonmedical personnel arc not pcrmitied to administer the immediate dose of epinephrine needed to initiate treatment.   EMS planners and regulators need to consider carefully how to achieve the best balance between protecting the public from unskilled medical care and providing for immediate access to potentially life-saving treatment administered by informed bystanders.
5.  In taking vital signs in pediatric cases, prehospital providers are least likely to take blood pressure measurements, especially among younger patients. Gausche and her colleagues (1990) found that nearly 60 percent of paramedics felt that uncooperative children were frequently an obstacle to taking blood pressure and other vital signs.   Only about 25 percent attributed the problem to inadequate equipment or noise levels at the scene of the emergency. Even though only 5 percent believed that inadequate skills frequently prevented them from taking vital signs for a pediatric patient, about 50 percent expressed a lack of confidence in their ability to obtain those measurements for children less than seven months old.
6. The committee noted that dentists also may encounter children requiring emergency care, which makes EMS-C issues relevant for dental education. The dental community has already demonstrated an interest in resuscitation training. Further discussion of EMS-C in dental education was beyond the expertise of this committee; such a topic might more appropriately fall to a new IOM committee that has recently been formed specifically to examine the future of dental education.
7.  The literature of the past several decades is replete with studies of undergraduate and graduate training of health professionals.    A recent report of the Pew Health Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
8.  Training needed to prepare pediatric surgeons and pediatricians for EMS-C was dis-